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EATING DISORDERS AND THEIR EFFECT ON ORAL HEALTH: IDENTIFYING AND 
UNDERSTANDING MANIFESTATIONS   
 
JACOB FARES 
  
ABSTRACT 
 Anorexia and bulimia nervosa are the two leading types of eating disorders 
that are impacted by a person’s lack of self-esteem and negative view of their body. 
With advancements in technology, our society is more connected than ever by the 
internet and social media resulting in both positive and negative results. This means 
that individuals are exposed to social stigma regularly and this is a contributing 
factor to the increasing rate of eating disorders.  
Like all diseases, eating disorders have similarities and differences but both 
have one major point in common - they affect the body systematically. These include 
factors such as altering the pigment of the skin, or lowering body fat percentage to 
dangerous levels because of malnutrition. These manifestations occur when the 
disease has progressed and irreversible damage has occurred. However, there are 
early signs of these diseases commonly seen in the mouth that aid in early detection, 
diagnosis, and treatment. These signs include xerostomia, enamel erosion, and 
caries development. While on their own, these issues can be the symptoms of other 
diseases besides eating disorders but together they are key in diagnosis. This leads 
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to the problem that many dentists face today, and that is the inability or lack of 
knowledge to diagnose patients with eating disorders. Therefore, dentists and oral 
health providers, must learn the signs of eating disorders as well as be trained in the 
proper steps to approach this situation. In doing so, many people with eating 
disorders will receive the much needed help early on to prevent subsequent 
permanent damage and ensure their livelihood.        
  
   
vii 
 
TABLE OF CONTENTS 
 
TITLE……………………………………………………………………………………...i 
COPYRIGHT PAGE……………………………………………………………………...ii 
READER APPROVAL PAGE…………………………………………………………..iii 
ACKNOWLEDGMENTS iv 
ABSTRACT v 
TABLE OF CONTENTS vii 
LIST OF TABLES ix 
LIST OF FIGURES x 
LIST OF ABBREVIATIONS xi 
INTRODUCTION 1 
LITERATURE REVIEW 4 
Anorexia Nervosa 4 
Bulimia Nervosa 6 
Risk Factors 9 
Systematic Effect of Eating Disorders 11 
Oral Effects of Eating Disorders 14 
DISCUSSION 26 
Other Factors for the Increase of Eating Disorders 26 
Support Groups for Victims of Eating Disorders 29 
   
viii 
 
Role of Oral Health Providers in Detecting and Preventing Eating Disorders 31 
REFERENCES 43 
VITA 46 
 
  
   
ix 
 
LIST OF TABLES 
 
 
 
Table Title Page 
1 Diagnostic criteria for anorexia nervosa 5 
2 Diagnostic criteria and range of severity for bulimia 
nervosa 
8 
3 Flow rate and pH of bulimia nervosa and control 
groups 
16 
4 Knowledge scores of EDs among dentists and 
hygienists 
34 
5 Knowledge on the oral manifestations of EDs 35 
6 SCOFF questionnaire 39 
7 Preventative dental treatment for ED patients 39 
   
 
 
  
   
x 
 
LIST OF FIGURES 
 
 
 
Figure Title Page 
1 Worldwide population with an eating disorder 3 
2 Lanugo-like body hair 11 
3 Carotenoderma on the Hand 13 
4 Russel sign on dorsum of hand 14 
5 Swelling of parotid glands 17 
6 Number of erosive lesions over duration of SIV 18 
7 Erosion on the maxillary lateral anterior 19 
8 Erythematous lesion on hard palate and gingivitis 20 
9 Angular cheilitis due to oral Candidiasis 22 
10 Dental erosion severity and incidence by location  23 
11 Radiographs displaying difference in alveolar bone 
loss 
25 
12 Recovery rate of DSM-V cases compared to DSM-IV 
cases 
28 
13 Recovery rate of patients with and without 
amenorrhea 
29 
 
  
   
xi 
 
LIST OF ABBREVIATIONS 
 
AN Anorexia Nervosa 
APA  American Psychiatric Association  
BN Bulimia Nervosa 
DSM Diagnostic and Statistical Manual of Mental Disorders  
ED Eating Disorder   
EDNOS Eating Disorder not otherwise Specified 
GERD  Gastroesophageal Reflux Disorder  
IPC Interprofessional Care 
OP Osteoporosis 
PCOS Polycystic Ovarian Syndrome  
SCOFF  Sick, Control, ONE, Fat, Food 
SIV Self Induced Vomiting  
SWS Stimulated Whole Saliva 
UWS Unstimulated Whole Saliva 
 
 
   
1 
 
INTRODUCTION 
 
 Eating disorders (ED) are found throughout the world, but are far more 
common in first world countries (Figure 1). These EDs, for the purpose of this paper, 
include anorexia nervosa (AN) and bulimia nervosa (BN). Over time, EDs have been 
on a slow but steady increase and show no signs of stopping (Ritchie, H., & Roser, M., 
2018). While EDs have a number of associated complications, their impact on oral 
health and manifestations in the mouth are the focus of this study. Each disorder 
presents different problems for oral and systemic health in regards to the particular 
eating behaviors. 
With AN, patients are found to have an aversion for food and partake in 
heavy exercise as they have an intense fear of gaining weight because of their 
distorted body image (Gualandi M., 2013). Females are far more likely to have this 
disease than males as well as being more common among young adults (Ritchie, H., 
& Roser, M., 2018). This disorder shows several different physical signs, such as 
having an extremely low and unhealthy body fat percentage, yellow skin, and blue 
coloring of the extremities (Gualandi M., 2013). AN is one of the leading killers of 
young women between the ages 12 and 25 due to the severe complications that 
arise, namely cardiovascular issues (Gualandi M., 2013). Additionally, patients with 
AN have nutritional deficiencies because of the lack of food being consumed. The 
absence of proper nutrition is associated with osteoporosis (OP) as normal bone 
growth is affected which decreases overall bone mass (Gualandi M., 2013). Loss of 
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bone mass due to OP can lead to tooth loss as there is alveolar bone loss, resulting in 
less bone holding the teeth in place (Kaye E.K., 2015).  
Bulimia nervosa does not share the complete food aversion as those with AN, 
but it does have body image issues related to weight. In BN, patients are seen with 
fewer physical signs of having an ED compared to AN as well as a much lower 
mortality rate (Gualandi M., 2013). This is due to the periods of binge eating that 
occur then the compensatory action of purging by vomiting the consumed food 
(Ritchie, H., & Roser, M., 2018). Patients appear healthy and have a normal body 
weight, but malnutrition is still present as much of the food is purged (Gualandi M., 
2013). However, BN shows more noticeable signs of damage in the oral cavity 
because of the frequent purging. As the strong stomach acid erodes the enamel and 
causes yellow staining of the teeth, along with a higher prevalence of dental caries 
(Gualandi M., 2013).  
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Figure 1. Worldwide population with an eating disorder - Data collected in 2016 
shows the prevalence of eating disorders anorexia nervosa and bulimia nervosa 
throughout the world. The darker colors show a higher incidence rate which 
correlates with first world countries. (Figure from 
https://ourworldindata.org/mental-health#eating-disorders) 
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LITERATURE REVIEW 
 
 Anorexia and bulimia nervosa are multi-layered and complex diseases. Thus 
it is critical to understand their epidemiology as it provides insight of the EDs, their 
prevalence, as well as the mental and physical state of the patient. Although the 
focus of this paper concerns the effects of EDs on oral health; knowledge on the 
background, risk factors, and systemic effects of these diseases how to determine an 
appropriate treatment plan for them.  
Anorexia Nervosa 
For anorexia, it is most commonly developed during adolescence and is 
found primarily in females where approximately 0.9% of young women are afflicted 
with this disease (Nagl M., 2016). On the other hand, males are 10 times less likely 
to be diagnosed with an eating disorder (Zanetti T., 2013). This may be due to the 
fear of shame for seeking help as eating disorders are seen as a “female illness” 
(Zanetti T., 2013) . This leads to many cases where males are under-diagnosed, 
although they exhibit similar signs and symptoms as females (Zanetti T., 2013). One 
such sign, as it was previously mentioned, is food aversion that is frequently 
associated with a distorted body image. The Diagnostic and Statistical Manual of 
Mental Disorders (DSM) - Fifth Edition (DSM-V), state the diagnostic criteria for AN 
as shown on Table 1.  
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Table 1: Diagnostic criteria for anorexia nervosa (From: APA. (2013). Feeding 
and Eating Disorders. In Diagnostic and statistical manual of mental disorders (5th 
ed.)       
 
Diagnostic Criteria 
A. Restriction of energy intake relative to requirements, leading to a 
significantly low body weight in the context of age, sex, 
developmental trajectory, and physical health. Significantly low 
weight is defined as a weight that is less than minimally normal 
or, for children and adolescents, less than that minimally 
expected. 
B. Intense fear of gaining weight or of becoming fat, or persistent 
behavior that interferes with weight gain, even though at a 
significantly low weight 
C. Disturbance in the way in which one’s body weight or shape is 
experienced, undue influence of body weight or shape on self-
evaluation, or persistent lack of recognition of the seriousness of 
the current low body weight. 
 
 
Furthermore, the DSM-V separates AN into two subtypes - the restricting 
type and binge eating/purging type. The restricting type individual has not binged 
or purged for the last 3 months and exhibits excessive dieting and exercise (APA 
(APA), 2013). Individuals forcefully restrain themselves from consuming any food 
which leads to an extreme loss in body fat and essential nutrients. If continued loss 
of body fat occurs, the patient will appear emaciated. The binge/purge type is the 
opposite in that they engaged in binging and/or purging behavior for the last 3 
months (APA, 2013). This subtype also displays a low body fat percentage although 
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there are periods of binge eating. However, these periods are infrequent and food is 
quickly expelled from the body via self-induced vomiting (SIV), laxatives, or enemas 
(APA, 2013). Both subtypes of AN result in a slow deterioration of a patient’s health, 
leading to a significantly increased risk of mortality. 
Under the diagnostic criteria of the DSM for AN, amenorrhea was formerly 
labeled as one of the tests in the previous editions. The most recent fifth edition of 
the DSM omitted it as its presence does not always indicate AN, despite the fact that 
it is a common symptom (Föcker, M., Knoll, S. & Hebebrand, J., 2013). Amenorrhea is 
a disturbance in the menstrual cycle where the patient does not have menstrual 
bleeding for several months (Polotsky A.J., Santoro N., 2010). This most commonly 
occurs when there is a 10-15% loss of body fat percentage from the ideal body 
weight of the patient (Polotsky A.J., Santoro N., 2010). While amenorrhea is a 
common symptom of anorexia, it is not a major aspect as there are several other 
factors that may cause it. 
Bulimia Nervosa 
Bulimia nervosa is more common than AN, with there being a higher 
diagnosis among males and females and a far more positive prognosis (Gualandi M., 
2013). Even with this increase, the amount of females with BN is still considerably 
larger than males. As the prevalence of female adolescents with this disease is 1.5% 
and males with 0.5% (Nagl M., 2016). Unlike AN, patients with bulimia appear to 
have a healthy body weight. Nevertheless, BN is a seriously debilitating disease 
regardless of the lesser severity. Patients with BN undergo recurring binging and 
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purging behavior and are seen without an aversion of food. The basis for the 
binging/purging stems from fear of gaining weight and obsession with their image.  
According to the DSM-5, the diagnostic criteria for those with BN are shown on 
Table 2.  
   
8 
 
 
Table 2. Diagnostic criteria and range of severity for bulimia nervosa (From: 
APA. (2013). Feeding and Eating Disorders. In Diagnostic and statistical manual of 
mental disorders (5th ed).) 
 
 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A. Diagnostic Criteria  
A. Recurrent episodes of binge eating. An episode of binge eating 
is characterized by both of the following: 
1. Eating, in a discrete period of time (e.g., within any 2-
hour period), an amount of food that is definitely 
larger than what most individuals would eat in a 
similar period of time under similar circumstances. 
2. A sense of lack of control over eating during the 
episode (e.g., a feeling that one cannot stop eating or 
control what or how much one is eating).  
  
B. Recurrent inappropriate compensatory behaviors in order to 
prevent weight gain, such as self-induced vomiting; misuse of 
laxatives, diuretics, or other medications; fasting; or excessive 
exercise. 
C. The binge eating and inappropriate compensatory behaviors 
both occur, on average, at least once a week for 3 months. 
D. Self-evaluation is unduly influenced by body shape and weight. 
 
B. Severity of Bulimia Nervosa 
 
Mild: An average of 1–3 episodes of inappropriate compensatory 
behaviors per week. 
Moderate: An average of 4–7 episodes of inappropriate 
compensatory behaviors per week. 
Severe: An average of 8–13 episodes of inappropriate 
compensatory behaviors per week. 
Extreme: An average of 14 or more episodes of inappropriate 
compensatory behaviors per week.  The disturbance does not 
occur exclusively during episodes of anorexia nervosa. 
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Further classification of BN, much like the subtypes of AN, include the 
severity of the binging/purging. Ranging from mild to extreme depending on 
recurrence of episodes, as indicated on Table 2. These binge eating episodes occur 
discreetly as those with BN are generally ashamed of their issues (APA, 2013). 
Resulting in bulimics covering up their symptoms, which prevent diagnosis or from 
others witnessing the problem (APA, 2013). What triggers a binge varies from case 
to case, but the general underlying cause is stress. Bulimics who experience stress 
typically seek food to alleviate this feeling and subsequently binge as they lose 
control, but the distraction is only brief (APA, 2013). Once the binging episode is 
over, the compensatory action of purging takes place because of the intense fear of 
gaining weight and the need to prevent it (APA, 2013). The binge/purge subtype of 
AN expresses this same exact behavior, albeit far less frequently. 
Risk Factors 
The risk factors influencing eating disorders cannot be narrowed down to 
one specific element, as they are highly complicated issues. However, the most 
common causes are due to biological, psychological, and sociocultural factors 
(Shapiro, C. M., 2005). Biologically, genetics play a considerable role in the 
development of an ED. Studies on twins have shown that the heritability of AN was 
approximately 48-74% and BN was around 59-83% (Shapiro, C. M., 2005). 
Furthermore, the hypothalamus of individuals with AN are seen to be functioning 
lower than normal alongside irregular levels of serotonin and dopamine (Shapiro, C. 
C. M., 2005). Bulimics also present reduced levels of serotonin, indicating that an 
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imbalance of neurotransmitters may increase the risk of an ED (Shapiro, C. M., 
2005).  
Mental health is closely connected to the risk of developing an eating 
disorder. There is a correlation between the psychological state of the patient and 
presence of an ED. Studies have shown that a vast majority of victims with an ED 
display body dissatisfaction (Shapiro, C. M., 2005), which is a result of low self-
esteem, pressure to lose weight, and embodying the thin-deal (Shapiro, C. M., 2005). 
However, negative emotions as an outcome of trauma unrelated to body 
dissatisfaction is likely to lead to developing an ED (Shapiro, C. M., 2005). 
Individuals who suffered continuous abuse, physical or mental, may seek food as a 
coping mechanism (Shapiro, C. M., 2005). 
 Adolescents, particularly females, are far more likely to exhibit these risk 
factors, as the young are easily impressionable by social stigma (Shapiro, C. M., 
2005). Said social stigma is the Western society’s standards of beauty for the ideal 
male or female body. This model of beauty promotes an unhealthy and unrealistic 
body image that the young are exposed to in this age of easily accessible media 
(Shapiro, C. M., 2005). As those with BN or AN exhibit a distorted body image due to 
the widespread misrepresentation of what beauty is. While the cause of both BN and 
AN are associated with various mental health issues, there are systemic effects that 
occur as a result of these disorders, especially the oral manifestations that develop 
due to the direct or indirect causes of BN and AN.  
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Systemic Effect of Eating Disorders 
 
 Systemically, eating disorders have a large list of symptoms that are not 
noticeable unless the patient expresses pain/discomfort.  One of the first visible 
signs of being underweight is the presence of lanugo-like body hair, most commonly 
seen in AN (Strumia R., 2013). The hair appears as fine and downy as shown in 
Figure 2. Hypothyroidism, a symptom of AN, causes decreased function of the 5-
alpha-reductase enzyme leading to lanugo-like hair (Strumia R., 2013). However, 
lanugo hair is considered as a “guiding sign” for AN because it does not occur when 
starvation is from another cause (Strumia R., 2013).  
 
 
 
Figure 2. Lanugo-like body hair - A patient’s forearm exhibiting the lanugo-like 
hair seen in anorexia nervosa. (From: Strumia R. (2013) Skin Signs due to 
Starvation. In: Strumia R. (eds) Eating Disorders and the Skin. Springer, Berlin, 
Heidelberg. Fig 7.1) 
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 Carotenoderma is a yellowish skin discoloration generally seen on the 
extremities and nasolabial fold (Figure 3). This occurs from excessive consumption 
of foods rich in beta-carotene, such as carrots (Strumia R., 2013). While carotenemia 
is associated with AN, it is not indicative of the ED as it develops from the diet of the 
patient and other metabolic disorders. (Tung, E., Drage, L., & Ghosh, A., 2006). To 
determine if carotenoderma is due to AN, other skin conditions must also be 
present. One such common condition seen in many patients is dry skin, known as 
xerosis (Strumia R., 2013). Skin dryness stems from several factors, such as 
decreased sebum and deficiency of vitamins & minerals which anorexics exhibit, as 
starvation is a major element of these issues (Strumia R., 2013).  Nevertheless, many 
victims of AN adopt strict diets that can lead to both caroteniderna and xerosis.  
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Figure 3. Carotenoderma on the Hand - The two hands on the right is a patient 
with carotenoderma, showing the yellowish coloring of the skin. The hand on the 
left is a healthy hand to provide a comparison of normal and pigmented skin. (From: 
Tung, E., Drage, L., & Ghosh, A. (2006). Carotenoderma and hypercarotenemia: 
Markers for disordered eating habits. Journal of the European Academy of 
Dermatology and Venereology, 20(9), 1147-1148. Figure 1) 
 
 
Acne is also an effect of EDs as the symptoms of AN and BN leads to its 
development. Approximately 47-59% of patients with AN have acne, typically in the 
form of “excoriated acne” (Strumia R., 2013). The cause is associated with the 
altered endocrine function in anorexics, which is able to be reversed with proper 
nutrition. Bulimics display acne as well, but its formation may be due to a secondary 
cause. As studies have shown that patients with BN have an increased rise of 
polycystic ovarian syndrome, whose symptoms include acne (Strumia R., 2013).    
Self-induced vomiting seen in bulimics and the purging subtype of AN not 
only causes damage to the oral cavity but to the hand as well. The damage consists 
of abrasions or calluses commonly seen on the dorsum of the middle or index finger 
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(Strumia R., 2013). This type of damage is known as a Russel sign (Figure 4), and it 
is due to patients using their fingers to induce vomiting (Strumia R., 2013). 
Subsequently rubbing them against the teeth, and in doing so lacerate or abrase the 
skin (Strumia R., 2013). 
 
 
Figure 4. Russel sign on dorsum of hand - A patient who purges via SIV exhibits a 
Russel sign near the first knuckle of the middle finger. (From: Strumia R., Feletti F. 
(2013) Skin Signs due to Self-Induced Vomiting. In: Strumia R. (eds) Eating 
Disorders and the Skin. Springer, Berlin, Heidelberg. Fig 8.1) 
 
Oral Effects of Eating Disorders 
In the case of eating disorders affecting oral health, there are several 
prominent causes such as reduced salivary flow. Saliva is extremely important and 
has numerous uses in the mouth; its absence, known as Xerostomia, will lead to 
many health-related issues. A cause of this reduced salivary flow is due to 
dehydration associated with excessive vomiting and exercising seen in those with 
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AN and BN (Rosten, A., Newton, T., 2017). Another major contributor of reduced 
flow can be attributed to the medications taken by those with bulimia, like 
antidepressants and the SSRIs used to treat BN (Rosten, A., Newton, T., 2017).  
The study done by Dynesen et al. shows that medicated bulimics have an 
unstimulated whole saliva (UWS) flow of 0.08 ± 0.05 mL/min compared to the 
control group’s UWS of 0.29 ± 0.17 mL/min (Dynesen et al., 2008), indicated in 
Table 3. The number of BN patients, in said study, that are medicated out of the 
sample size of twenty is nine; which is not shown on Table 3 (Dynesen et al., 
2008).However, the eleven other unmedicated bulimics do have a difference in UWS 
in regards to the control group as they have a 0.23 ± 0.15 mL/min flow (Dynesen et 
al., 2008). Which may be due to the dehydration that occurs from the 
aforementioned excessive vomiting and exercise (Rosten, A., Newton, T., 2017). For 
stimulated whole saliva (SWS) flow, the unmedicated bulimics showed little 
difference compared to the control group (Dynesen et al., 2008). Indicating that the 
binge eating and purging negatively affected the UWS but had no change on the SWS 
(Dynesen et al., 2008). Whereas the bulimics who were medicated exhibited 
xerostomia resulting in a SWS flow rate of 0.55 ± 0.33 mL/min, well below the 
normal range of 1mL/min (Dynesen et al., 2008).  
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Table 3. Flow rate and pH of bulimia nervosa and control groups - Data 
collected from patients with BN and a control group concerning their salivary flow 
rate and pH of the saliva. Samples were taken from both groups under UWS and 
SWS. The results of both groups, with sample sizes of 20, are shown as the mean ± 
the standard deviation. (Data from: Dynesen et al. "Salivary Changes and Dental 
Erosion in Bulimia Nervosa." Oral Surgery, Oral Medicine, Oral Pathology, Oral 
Radiology and Endodontology 106.5 (2008): 696-707. Web., Table IV) 
 
 
UWS 
 
SWS 
 BN group 
(n=20) 
Control 
group 
(n=20) 
P 
Value 
BN group 
(n=20) 
Control 
group 
(n=20) 
P 
Value 
Flow Rate 
(mL/min) 
0.16 ± 0.14 0.29 ± 0.17 .006 0.83 ± 0.52 1.06 ± 0.48 .168 
pH 6.54 ± 0.33 6.60 ± 0.26 .716 7.04 ± 0.27 7.14 ± 0.25 .358 
 
 Another complication of excessive vomiting is enlargement of the parotid 
glands, which also leads to salivary flow reduction (Rosten, A., Newton, T., 2017). 
The cause of the enlargement is unknown, but there is a direct correlation to the 
frequency of vomiting and size of the gland (Faine, Mary P., 2003). However, parotid 
gland swelling is not seen in all patients with BN as only 10% - 50% exhibits this 
symptom (Faine, Mary P., 2003). The swelling is painless, is soft when palpated, and 
will give the patient’s jaw a square like look as shown in Figure 5 (Faine, Mary P., 
2003). 
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Figure 5. Swelling of parotid glands - Patient with AN showing bilateral swelling 
of parotid glands (From: Faine, Mary P. "Recognition and Management of Eating 
Disorders in the Dental Office." Dental Clinics of North America 47.2 (2003): 395-
410. Web.) 
 
Reduced salivary flow plays a role in dental erosion as the saliva acts as a 
buffer against pH changes in the mouth. Therefore with less saliva present, there is a 
far higher chance of developing erosion. For people with BN, the induced vomiting 
results in gastric acid—which has a pH of 2.9—being consistently introduced in the 
oral cavity (Rosten, A., Newton, T., 2017). This leads to dental erosion when the pH 
in the mouth reaches or is below the critical pH of 5.5 (Dawes C., 2003). The self-
induced vomiting associated with BN is correlated with a higher rate of erosive 
lesions, whose number increases over time as shown in Figure 6 (Uhlen M M, Tveit 
A B, Stenhagen K R, Mulic A., 2014).  
   
18 
 
 
 
 
Figure 6. Number of erosive lesions over duration of SIV - Shows the 
distribution of the total number of erosive lesions in relation to the length of SIV. A 
total of 432 lesions were recorded from a sample size of 66 who all exhibited a 
varying duration of BN. The blue color shows enamel erosion whereas the red is 
dentine. (Data from: Uhlen M M et al. Self-induced vomiting and dental erosion - a 
clinical study. BMC Oral Health 2014; 14: 92. Figure 1) 
 
 
While the duration of SIV progresses, the depth of the erosion increases as 
indicated in Figure 6. Those with greater than 10 years of SIV showed a far higher 
count of dentine erosion than the ones who only did SIV for less time (Uhlen M. M., 
et al., 2014). The most affected areas of the teeth due to erosion from SIV were 
found on the palatal, occlusal, and lingual anterior surfaces, but it is not related to 
the length of SIV (Uhlen M. M et al., 2014). Erosion is characterized with a smooth 
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and glossy appearance, indicative of gastric acid erosion rather than bacterial 
(Figure 7) (Debate, R., Tedesco, L., & Kerschbaum, W., 2005). 
 
 
 
Figure 7. Erosion on the maxillary lateral anterior - The erosion exhibits the 
glossy appearance of due to the gastric acid from SIV. (From: Faine, Mary P. 
"Recognition and Management of Eating Disorders in the Dental Office." Dental 
Clinics of North America 47.2 (2003): 395-410. Web.) 
 
 
 Not only does SIV cause damage to the teeth, but it also affects the oral 
mucosa. Normally, the tissues in the mouth are soft, moist, and appear pink in color 
(Marder M.Z., 2013). If there is repeated trauma on the mucosa, then erythematous 
lesions and ecchymoses can occur (Marder M.Z., 2013). These lesions develop 
largely on the hard and soft palate because of the objects used to induce vomiting 
continuously abrading it (Marder M.Z., 2013). Ecchymoses is a red/purple coloring 
that appears on the mucosa when it is damaged, as shown on the erythematous 
lesion in Figure 8. Furthermore, trauma alongside the poor oral health care and 
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xerostomia seen in victims of EDs will lead to inflammation of the gingival tissues 
(Marder M.Z., 2013). Gingivitis, the inflamed gingival mucosa, will appear red along 
the margins and will easily bleed when prodded (Figure 8) (Marder M.Z., 2013). But 
if inflammation is allowed to continue, then it will progress into a more severe form 
called periodontitis (Marder M.Z., 2013). Which is characterized with gingival 
recession and loss of alveolar bone (Marder M.Z., 2013). Studies indicate that EDs 
have an impact on the periodontium and will make victims more susceptible to 
gingivitis (Pallier, A. et al 2019). Thus increasing the risk of patients with EDs to 
develop periodontitis if no preventive steps are taken.    
  
 
Figure 8. Erythematous lesion on hard palate and gingivitis - Patient with BN 
has trauma on the hard palate caused by repeated abrasion from the object to 
induce vomiting (left) and patient with gingivitis exhibits inflammation alongside 
the margins of the gingiva (right). Where it takes on a bright red and swollen 
appearance. (From: Marder M.Z. (2013) Oral Status in Eating Disorders. In: Strumia 
R. (eds) Eating Disorders and the Skin. Springer, Berlin, Heidelberg. Fig 16.9 and 
16.11 respectively) 
 
 
 Malnutrition is a predominant factor in EDs and it will cause a number of 
issues. For oral health, a lack of proper nutrition can lead to an increase of oral 
infections (Marder M.Z., 2013). The most common opportunistic infection is from 
the fungus Candida albicans, which will develop into oral candidiasis (Marder M.Z., 
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2013). This comes about on account of the absence of vitamin B in the diet of those 
with EDs. Vitamin B complex is necessary for many metabolic functions, and as a 
consequence of malnutrition it will be unable to correctly operate (Sheetal, A., et al., 
2013). Thus in the presence of xerostomia, the victims of EDs are potentially 
incapable of preventing bacterial growth because of the impaired homeostasis in the 
mouth (Marder M.Z., 2013). Therefore, oral candidiasis can arise and present 
angular cheilitis and pseudomembranous candidiasis (Marder M.Z., 2013). Angular 
cheilitis appears as a red swelling at the corners of the mouth with dry and cracked 
skin (Figure 9) (Marder M.Z., 2013). It is sensitive to the touch as well as the lips 
stretching when opening the mouth (Marder M.Z., 2013). Pseudomembranous 
candidiasis exhibits small white patches that dot the tongue, which when rubbed 
away exposes bright red skin (Marder M.Z., 2013).  
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Figure 9. Angular cheilitis due to oral Candidiasis -  Patient shows angular 
cheilitis on both corners of the mouth. (From: Marder M.Z. (2013) Oral Status in 
Eating Disorders. In: Strumia R. (eds) Eating Disorders and the Skin. Springer, 
Berlin, Heidelberg. Fig 16.13). 
 
 
 While xerostomia plays a role in dental erosion, it also affects the rate of 
dental caries. However, the primary cause of caries is the food consumed by those 
with an ED. In the study by Uhlen on dental erosion, a majority of their sample size 
had healthy diets and avoided sugary food (Uhlen M. M., et al., 2014). Nevertheless, 
the foods consumed during a binge period is food that is normally not eaten, like 
junk food (Ohrn R. et al., 1999). Therefore, providing the cariogenic microbes with a 
steady source of sugar, which in conjunction with the reduced salivary flow and 
acidic environment results in a high prevalence of dental caries in those with BN 
(Romanos G. E., et al., 2012). As shown in Figure 10, an anorexic patient of the 
purging subtype has erosion from SIV on the anterior of the mandibular lateral 
incisors along with caries (Otsu, M. et al., 2014).  
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Figure 10. Dental erosion severity and incidence by location: vomiting 
group. P: palatal side; I: incisal side; LA: labial side; O: occlusal surface; B: buccal 
side; L: lingual side. – Patient exhibiting dental erosion due to SIV. The highlighted 
areas of the teeth are the high incidence locations. Namely the palatal, occlusal, and 
incisal. (From: Otsu, M., Hamura, A., Ishikawa, Y., Karibe, H., Ichijyo, T., & Yoshinaga, 
Y. (2014). Factors affecting the dental erosion severity of patients with eating 
disorders. BioPsychoSocial Medicine, 8(1), 25., Figure 3) 
  
 Anorexia nervosa shares several characteristics of those with BN, such as 
purging and binge eating. Which means both have similar oral health issues 
associated with them. As anorexics also exhibit dentine erosion as a result of 
purging, reduced salivary flow, in addition to dental caries due to the foods 
consumed during a binge. One major difference between AN and BN is the frequency 
between binging. Anorexic patients have long fasting periods but occasionally binge 
then subsequently purge, compared to the bulimics more frequent binge/purge 
(Gualandi M., 2013). This long period of abstaining from food seen in AN leads to a 
number of medical complications, especially malnutrition (Gualandi M., 2013). A 
consequence of malnutrition is osteoporosis, the loss of bone mass, which has an 
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effect on oral health. Osteoporosis in anorexics is most commonly seen in females as 
they are more frequently diagnosed with AN as well as the disorder affecting their 
estrogen levels (Leslie A. et al., 1999). Low estrogen, hypoestrogenemia, is due to 
amenorrhea that occurs because of malnutrition (Leslie A. et al., 1999). As estrogen 
is a key component in bone development, and the lack of it causes low bone density.  
 On the matter of oral health affected by osteoporosis because of AN can be 
seen as more severe than the complications caused by BN. This is due to alveolar 
bone loss from OP alongside the dental caries and erosion (Kaye E.K., 2015). The 
alveolar bone serves as an anchor for the teeth and prevents them from moving. 
Loss of this bone, on account of OP, increases over time resulting in less bone to hold 
the teeth. As shown in Figure 11, the healthy patient in Panel A has no alveolar bone 
loss whereas Panel B shows a 20% loss. With less bone holding the teeth means 
anorexics afflicted with OP are at a higher risk of damaging or losing their teeth.  
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Figure 11: Radiographs displaying difference in alveolar bone loss - Panel a 
shows normal, healthy alveolar bone with zero bone loss. Panel b shows more than 
20% bone loss. With the solid white line marking the boundary of the enamel and 
root. The dashed lines mark the alveolar bone. (Image from: Leslie A. et al., The 
Effects of Anorexia Nervosa on Bone Metabolism in Female Adolescents, The Journal 
of Clinical Endocrinology & Metabolism, Volume 84, Issue 12, 1 December 1999, 
Pages 4489–4496, Figure 9.1)   
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  DISCUSSION 
Other Factors for the Increase of Eating Disorders 
 
 The prevalence of eating disorders steadily increasing over the years has 
been linked to the rise of social media and the entertainment industry. As it was 
previously mentioned, our society praises unrealistic beauty standards which is 
unattainable for a majority of people. This places a burden on the individuals who 
believe they must meet these standards in order to feel beautiful or handsome, 
resulting in them feeling unsatisfied with their body and self-conscious of their 
appearance. Bullying or public shaming also plays a role in body dissatisfaction. This 
mainly occurs among adolescents, especially in the school environment. The abuse 
can come as physical and/or verbal that then affects the mental health of the victim, 
leading to the formation of an eating disorder.  
Although societal beauty standards were discussed as a reason for the 
increase in EDs, what wasn’t taken into account was the rise of technology in first 
world countries. Television, smart phones, and the internet are readily available for 
anyone to access. The youth are easily susceptible to what they see online and could 
draw the wrong conclusion about what they should look like. Furthermore, the 
image ideal pushed by Western media is not limited to first world countries. When 
television was introduced to Fiji and Western entertainment was available, studies 
have shown that the young women there began to change their eating habits to 
become thinner (Shapiro, C. M., 2005). 
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Alongside the increasing rate of EDs, there was also a rise of AN among 
women. This can be attributed to the changes in the diagnostic criteria of the DSM. 
The DSM-IV was published in 1993 and it had rather strict guidelines for diagnosing 
anorexia, which were subsequently revised in the DSM-V with its release in 2013. 
Originally, the DSM-IV stated that the patient must be below a body mass index 
(BMI) of 17.5, verbalize fear of weight gain, and have amenorrhea (Mustelin, L., 
2016). Now patients must be below a BMI of 18.5 and exhibit behaviors that show 
fear of weight gain instead of verbalizing it (Mustelin, L., 2016). The removal of 
amenorrhea was discussed earlier in the paper.  
With these changes in the diagnostic criteria, the rate of anorexia diagnosis 
among women dramatically increased. A study of 2,825 female twins underwent 
testing to determine if they had AN according to the diagnostic criteria of the DSM-
IV and DSM-V (Mustelin, L., 2016). This was done to compare the prevalence of AN 
in regards to the type of criteria used. Of the sample size of 2,825 women, 55 were 
diagnosed with AN under the DSM-IV with an additional of 37 more using the DSM-
V (Mustelin, L., 2016). Moreover, every woman diagnosed with the DSM-IV exhibited 
amenorrhea whereas there were only 8 in the DSM-V group (Mustelin, L., 2016). 
With the DSM-V’s revised diagnostic criteria, more women were able to be 
diagnosed with AN instead of being categorized as having an eating disorder not 
otherwise specified (EDNOS). In doing so, the prevalence of diagnosed AN in young 
women increased by 60% due to the DSM-V aiding in early discovery (Mustelin, L., 
2016). This allowed victims of AN to receive immediate treatment and prevention. 
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Additionally, the quicker diagnosis is related to a higher recovery rate of women 
with AN. So much so that the recovery of patients diagnosed under the DSM-V was 
almost doubled when compared to the DSM-IV (Figure 12). This directly coincides 
with the rate of recovery of patients who do not have and have amenorrhea (Figure 
13). This may be due to the removal of amenorrhea under the diagnostic criteria for 
the DSM-V because the disease has not progressed to the point, at the time of 
diagnosis, where amenorrhea occurs. Hence, there is the higher recovery rate of 
patients without amenorrhea.  
 
 
 
Figure 12. Recovery rate of DSM-V cases compared to DSM-IV cases - This graph 
presents a 10 year recovery rate of patients who were diagnosed with AN under the 
criteria of both DSM-V and DSM-IV. (From:  Mustelin, L., Silén, Y., Raevuori, A., Hoek, 
H., Kaprio, J., & Keski-Rahkonen, A. (2016). The DSM-5 diagnostic criteria for 
anorexia nervosa may change its population prevalence and prognostic value. 
Journal of Psychiatric Research, 77, 85-91., Figure 1) 
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Figure 13. Recovery rate of patients with and without amenorrhea - This graph 
presents the recovery rate of AN patients with and without amenorrhea over a 10 
year period. (From: Mustelin, L., Silén, Y., Raevuori, A., Hoek, H., Kaprio, J., & Keski-
Rahkonen, A. (2016). The DSM-5 diagnostic criteria for anorexia nervosa may 
change its population prevalence and prognostic value. Journal of Psychiatric 
Research, 77, 85-91., Figure 3) 
 
Support Groups for Victims of Eating Disorders 
 
While our changing society does affect the increasing frequency of EDs, it is 
also responsible for the ever growing number of support groups and help for these 
individuals. Nowadays, people are more open minded about many issues that were 
more overlooked in the past. In particular, mental health and the need to address it. 
With this, ED victims have a number of resources to help them acknowledge their 
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problems and seek medical attention. One such resource is the online ED support 
communities that are dedicated to helping people. These online communities came 
about relatively recently and provide many benefits. They grant people a forum to 
discuss their problems, on an online message board, openly and freely while 
remaining anonymous (Stommel, W., 2009). This anonymity helps remove the fear 
of shame and judgment from others, allowing them to talk without holding back. Not 
to mention that the act of writing out ones problems allows them to organize their 
thoughts, and paint a clear picture of their issues that otherwise could not be done 
in person (Stommel, W., 2009).  
However, some members of online communities do not write on the forum 
but choose to instead “lurk” or spectate (Stommel, W., 2009). This is not an issue 
and is in fact an advantage for those who feel too afraid to talk about their ED. 
Allowing them to read other’s posts that detail their struggles with EDs, make the 
spectators learn that they are not the only ones experiencing the same problems 
(Stommel, W., 2009). This validation often gives them the confidence to talk to 
someone and ask for guidance. As these communities interact with one another and 
actively encourage their members to seek help. With this rise of online support 
groups, it could possibly be a reason for the increased diagnosis of EDs because of 
the increased social awareness and accessibility of assistance.   
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Role of Oral Health Providers in Detecting and Preventing Eating 
Disorders 
 
Unfortunately not all victims seek help, so it lies on an outside party to 
discover the signs of an eating disorder and confront the person. But, EDs are 
generally well hidden when it comes to the outward appearance of the patient. Most 
often the noticeable physical changes emerge when the ED has progressed for a long 
time and serious implications has already occurred. This results in eating disorders 
staying under the radar and remaining undiagnosed for quite some time. However, 
those in the oral health care field are the first ones to see the early manifestations of 
an ED. Thus, it is critical for those in this profession to understand what these signs 
are to help with an early diagnosis and treatment of an ED.   
The majority of dentists, however, do not assess their patients for oral signs 
of EDs (Debate, R., & Tedesco, L., 2006). This is most likely due to the lack of 
knowledge in approaching the patient with a plan for secondary prevention. Said 
secondary prevention is early detection and diagnosis of an eating disorder 
alongside preventive treatment (Debate, R., & Tedesco, L., 2006). While it may be 
simple to recognize the oral manifestations of an ED, it is tough for many dentists to 
discuss the issue with their patients. This can be a cause of many things such as not 
having training in talking to the patient, no practice protocol, and a lack of 
communication between fellow doctors (Debate, R., & Tedesco, L., 2006).  
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 The most likely reason for dental professionals not knowing the appropriate 
procedure for a patient with an ED may be attributed to their dental curriculum.  In 
a study of 22 dental schools, students across all four years were surveyed on their 
knowledge on eating disorders (Frimenko, K. et al., 2017). The first and second 
years displayed slightly less understanding on the symptoms and effects of EDs than 
the third and fourth years (Frimenko, K. et al.,  2017). Nevertheless, nearly all the 
students understood the oral manifestations of EDs and its systemic effects 
(Frimenko, K. et al., 2017). The issue is instead with not knowing what the 
treatment for an ED involves, as well as the procedure to refer patients who have 
symptoms of EDs (Frimenko, K. et al., 2017).  Additionally, much of their education 
on interprofessional care (IPC) focuses on the general health of the patient rather 
than on their mental health. This means that dental students would likely talk to 
patients about their physical health and write referrals more so than their mental 
health and hidden illnesses such as EDs (Frimenko, K. et al., 2017). It is important 
for future students to receive IPC education in respect to assessing mental health of 
their patients, because not only do mental health problems lead to EDs, but to other 
diseases such as depression or addiction which also affect oral health (Frimenko, K., 
et al., 2017).     
 Despite the fact that dental students understand the oral manifestations of 
EDs, many oral health providers possess low knowledge of the oral and physical 
signs of an ED (Table 4) (Debate, R., et al., 2005). A study by DeBate interviewed 207 
dentists and 369 hygienists on their understanding of the oral manifestations. 
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(Debate, R. et al.,, 2005). The survey on the oral cues of EDs is shown on Table 5. A 
majority of the surveyed oral health practitioners correctly classified dentin 
hypersensitivity and erosion on the lingual & occlusal surfaces of teeth as signs of 
EDs (Debate, R. et al., 2005). However, dental caries is not a sign of an ED and a great 
number of both dentists and hygienists incorrectly stated that it is (Debate, R. et al., 
2005). Although EDs are seen with a high prevalence of caries, there is not enough 
evidence to conclude that EDs have an impact on the rate of caries (Debate, R. et al., 
2005). The same can be said about gingival inflammation/periodontitis. 
Additionally, very few dentists and hygienists were familiar with xerostomia and 
parotid enlargement & dysfunction as an ED manifestation (Debate, R. et al., 2005). 
This indicates that most oral health providers are not sure of all the symptoms seen 
in EDs. 
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Table 4. Knowledge scores of EDs among dentists and hygienists - The p-value 
is significant if it is less than 0.05. (From: Debate, R., Tedesco, L., & Kerschbaum, W. 
(2005). Knowledge of oral and physical manifestations of anorexia and bulimia 
nervosa among dentists and dental hygienists. Journal of Dental Education, 69(3), 
346-54. Table 3) 
 
Variable Practitioner Knowledge scores p-value 
Low f (%) High f (%) 
Oral cues 
regarding 
disorders eating 
behaviors 
Dentists  174 (84.1) 33 (15.9) 0.001 
Hygienists  265 (71.8)  104 (28.2) 
Physical cues of 
anorexia nervosa 
Dentists 181 (87.4)  26 (12.6) 0.010 
Hygienists 291 (78.9)  78 (21.1) 
Physical cues of 
bulimia nervosa 
Dentists  206 (99.5) 1 (.05) 0.002 
Hygienists  348 (94.3)  21 (5.7) 
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Table 5. Knowledge on the oral manifestations of EDs (From: Debate, R., 
Tedesco, L., & Kerschbaum, W. (2005). Knowledge of oral and physical 
manifestations of anorexia and bulimia nervosa among dentists and dental 
hygienists. Journal of Dental Education, 69(3), 346-54. Table 2) 
 
Oral 
Manifestation 
Practitioner Not a sign f (%) Unser f (%) A sign f (%) 
Dentin 
Hypersensitivity  
Dentists 4 (1.9) 15 (7.2) 188 (90.8) 
Hygienists  7 (1.9) 24 (6.5) 338 (91.6) 
Dental caries Dentists 21 (10.1) 18 (8.7) 168 (81.2) 
Hygienists  14 (3.8) 15 (4.1) 340 (92.1) 
Xerostomia Dentists 13 (6.3) 80 (38.6) 114 (55.1) 
Hygienists  9 (2.4) 66 (17.9) 294 (79.7) 
Parotid 
enlargement 
Dentists 10 (4.8) 136 (65.7) 61 (29.5) 
Hygienists  9 (2.4) 173 (46.9) 187 (50.7) 
Parotid 
dysfunction 
Dentists 9 (4.3) 134 (64.7) 64 (30.9) 
Hygienists  6 (1.6) 179 (48.5) 184 (49.9) 
Enamel erosion of 
lingual and 
occlusal surfaces 
of maxillary 
posterior teeth 
Dentists 9 (4.3) 7 (3.4) 191 (92.3) 
Hygienists  35 (9.5) 27 (7.3) 307 (83.2) 
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Table 5 continued. Knowledge on the oral manifestations of EDs (From: Debate, 
R., Tedesco, L., & Kerschbaum, W. (2005). Knowledge of oral and physical 
manifestations of anorexia and bulimia nervosa among dentists and dental 
hygienists. Journal of Dental Education, 69(3), 346-54. Table 2) 
 
Oral 
Manifestation 
Practitioner Not a sign f (%) Unser f (%) A sign f (%) 
Enamel erosion of 
lingual surface of 
mandibular 
anterior teeth 
Dentists 42 (20.3) 29 (14.0) 136 (65.7) 
Hygienists  73 (19.8 34 (9.2) 262 (71.0) 
Periodontal 
disease 
Dentists 42 (20.3) 69 (33.3) 96 (46.4) 
Hygienists  72 (19.5) 132 (35.8) 165 (44.7) 
Gingival 
inflammation 
Dentists 13 (6.3) 41 (19.8) 153 (73.9) 
Hygienists 15 (4.1) 67 (18.2) 287 (77.8) 
 
 
 A dentist’s knowledge of eating disorders can also be related to their age, 
gender, and length of practice. Studies have shown that female dentists knew more 
about EDs than men (Dental Abstracts, 2016). This may be due to eating disorders 
being a larger issue with women, thus making them more knowledge about it. 
However, they were seen to have difficulty in speaking to the patient about their 
potential ED more than male dentists did (Dental Abstracts, 2016).  Also, dentists 
who have worked for less than five years believe that they knew more about EDs 
than other dentists who have worked for longer (Dental Abstracts, 2016). Said 
dentists received their education on EDs in their undergraduate and dental school 
years whereas the dentists who have been in practice for longer learned more about 
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EDs through personal experiences, the media, and continued education (Dental 
Abstracts, 2016).  
The inability of dentists to approach the patient about their possible ED may 
stem from the fear of offending or misdiagnosing them (Debate, R., & Tedesco, L., 
2006). Since eating disorders can be a sensitive subject for people, a dentist may be 
afraid to upset them and inadvertently make them leave without further treatment. 
The fear of misdiagnosis also plays into potentially offending the patient as dentists 
may hurt the person’s self-esteem (Debate, R., & Tedesco, L., 2006). Furthermore, if 
a dentist misdiagnosed a patient in the past this may make them hesitant to 
diagnose an ED in the future as there are many oral issues that share symptoms of 
EDs, particularly dental erosion and caries. For example, if a patient consumes too 
many acidic drinks or if they have GERD (Gastroesophageal Reflux Disorder) may 
exhibit the same symptoms as a consequence of purging (Debate, R., & Tedesco, L., 
2006). 
As stated early, some dentists that recognize signs of an ED do not know the 
proper protocol for treatment such as where to send the patient, how to provide 
proper information about EDs, etc. (Debate, R., & Tedesco, L., 2006). This may result 
in there being no defined plan for helping a patient with an ED and may make some 
dentists that want to help, feel lost on how to approach the situation. However, 
those that do diagnose an ED and refer patients to a physician may sometimes see 
the physician brush off the diagnosis (Debate, R., & Tedesco, L., 2006). This supports 
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the previously mentioned notion that there is a lack of communication between 
different disciplines and specialties.    
To undertake preventive dental treatment for the treatment of AN patients, 
dentists have  numerous potential solutions. First and foremost, the immediate 
concerns is regarding significant erosion of the teeth;  sealants must be placed and 
fluoride applied to prevent further damage and save what is left (Debate, R., & 
Tedesco, L., 2006). Once that is complete, dentists must observe the patient and use 
differential diagnosis to determine if there is an ED or not (Debate, R., & Tedesco, L., 
2006). One factor that can be checked is a low salivary flow, leading to erosion due 
to purging, as well as enlarged parotid glands. While each individual symptom may 
be different, seeing them simultaneously may be indicative of an ED. When there is 
reasonable suspicion that an ED is present, the dentist should carefully approach the 
subject with the patient and ask a SCOFF (Sick, Control, ONE, Fat, Food) 
questionnaire concerning their eating habits (Table 6). This list of questions are 
simple yes/no answers and can be done in less than a minute, allowing the dentists 
to screen for an ED with relative ease (Hague, A., 2010). If more than two answers 
are “yes”, then the patient may have an ED and a referral to a specialist is needed 
(Hague, A., 2010).  Once the questionnaire is complete, the dentists can provide 
preventative dental treatment to help ease the patient’s discomfort. A list of 
potential treatment methods are shown on Table 7.  
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Table 6. SCOFF questionnaire (From:  Hague, A. (2010). Eating disorders 
Screening in the dental office. Journal Of The American Dental Association, 141(6), 
675-678. Box 2) 
 
SCOFF Questionnaire 
● Do you make yourself vomit because you feel uncomfortably full? 
● Do you worry you have lost control over how much you eat? 
● Have you recently lost more than 15 pounds in a three-month period? 
● Do you believe that you are fat when others say you are too thin? 
● Would you say that food dominates your life? 
 
 
 
Table 7. Preventative dental treatment for ED patients Sample guidelines that 
dentists should follow in how to help a patient with an ED. (From: Debate, R., & 
Tedesco, L. (2006). Increasing dentists' capacity for secondary prevention of eating 
disorders: Identification of training, network, and professional contingencies. 
Journal of Dental Education, 70(5), 1066-75., Box 2.) 
 
Preventative Dental Treatment for Eating Disorder Patients 
● Prescribe daily fluoride rinse 
● Provide custom trays for home application of fluoride gel 
● Recommend using an alkaline mouth rinse (NcHCO3) after vomiting  
● Instruct patients to use a soft toothbrush, circular brushing, and floss daily  
● Recommend cheese, nuts, whole fruits, and vegetables for snacks 
● Suggest sugar free mints, paraffin wax, and chewing gum to stimulate 
saliva 
● Place temporary restorations  
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Fluoride is used to aid in repairing the damaged enamel that was lost from 
the gastric acid induced erosion. Prescribing the daily fluoride rinse well help 
alleviate any sensitivity and pain in order to minimize the discomfort of the patient. 
When a fluoride rinse is not enough, a custom tray is made to allow the application 
of a higher strength fluoride gel. To avert any more damage to the enamel, an 
alkaline mouth rinse is prescribed for the patient to use after vomiting. As it 
neutralizes the acid in the mouth to keep the pH above the critical point of 5.5 
(Leslie A. et al., 1999). For brushing their teeth, a majority of patients with EDs pay 
considerable attention to their physical appearance and will listen to instructions 
(Debate, R., & Tedesco, L., 2006). However, they may follow them excessively and 
brush far too strongly or too much and cause accidental damage to their teeth 
(Debate, R., & Tedesco, L., 2006). Therefore the dentist will provide them with softer 
toothbrushes and instruct them on how to properly brush. The dentist should also 
recommend a list of healthy foods to snack on which serves several purposes. To 
prevent future cavities and to aid in increasing salivary flow. If those foods are not 
enough to mitigate xerostomia, then any sugar free gum or paraffin wax should be 
given. It is important for the dentist to clearly explain the reasoning behind their 
preventative treatment so that the patient will understand why it is crucial to follow 
it.   
When the issues in the mouth are met, the dentist should give further help 
for the patient that goes beyond their oral health. Like providing pamphlets that 
outline the dangers of EDs and how to take the necessary steps to acquire treatment. 
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Referring the patient to their primary care physician is key as well as 
communication and updates between the dentist and the physician. Any oral health 
care provider plays a critical role in helping patients with EDs. That is why it is 
important for people entering this field to receive training in how to diagnose EDs 
and to provide proper secondary prevention.    
Not only are dentists pivotal in detecting EDs, they are also able to restore 
the much needed confidence in patients. As it was previously discussed, those with 
EDs are especially self-conscious in their appearance and take drastic steps to 
correct it. With the damage EDs do to their teeth, and subsequently their smile, 
another stressor concerning their image is introduced. Since a person’s smile is one 
of the first things noticed by others, any abnormalities with their mouth may make 
them embarrassed to be seen smiling or talking. This can potentially make a victim 
fall deeper into depression and worsen their mental health. However, if a dentist 
restores the victim’s dentition and brings back their smile then their self-confidence 
may rise. In doing so, the patient will have one less concern and may feel more 
confident in themselves and seek treatment.   
In conclusion, eating disorders are incredibly sophisticated diseases which 
cause more harm than many people realize. With its increased prevalence over the 
years, more and more individuals are developing EDs. Whether it is due to influence 
by the media or the self-perceived pressure to be thin, our society places far too 
much of a burden on individuals to be beautiful. Yet, in this rise of EDs, the 
availability for the tools and resources to help patients has also increased. Support 
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groups, public seminars, and the overall open mindedness of the young provide 
many outlets for ED victims to seek help. By allowing for the early detection and 
treatment of EDs, decreased mortality among those afflicted should result.  
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